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GH ０．１ ０．１ ng/ml
IGF-Ⅰ １０７ １２９ ng/ml
PRL ６２．８ １１．９ ng/ml
２．下垂体・副腎系
ACTH ２０．４ ３７．６ pg/ml
Cortisol ４．３ １１．８ μg/dl
Renin １１ pg/ml
Aldosterone ５１ ７４．２ pg/ml
DHEA-S １６７ ７８６ ng/ml
（s）１７-OHCS ２．１０ ８．５８ mg/day
（u）１７-KS ０．８４ ３．０８ mg/day
（入院時）（８月後）
（u）Cortisol １２．４ １０１ μg/day
３．下垂体・甲状腺系
TSH ２．２ ２．０ μU/ml
Free T３ ２．１ pg/ml
Free T４ ０．６ １．２ μg/dl
４．下垂体・性腺系
LH ０．５ ８．２ mIU/ml
FSH ３．８ ２６．０ mIU/ml
Estrogen <８．０ <８．０ pg/ml
Progesterone ０．５ ng/ml
５．下垂体後葉系
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A Case of Hypopituitarism Complicated by Secondary Adrenal Failure and
Central Diabetes Insipidus Where the Pituitary Cystic Lesion Diminished
in Size and Anterior Lobe Function Recovered
Yasumi SHINTANI１）, Yoshiko KANEZAKI１）, Yohei TOBETTO１）, Tomonori YOSHIDA１）
Keiko MIYA１）, Ryozo SHIRONO２）, Junichi NAGATA１）
１）Division of Metabolism and Endocrinology, Tokushima Red Cross Hospital
２）Division of Radiology, Tokushima Red Cross Hospital
The patient was a６７-year-old woman. In July２００５, she began to complain of general malaise and anorexia,
and was admitted to our department. Upon admission, BMI was ２２．４kg/m２, and her axillary and pubic hair
was very scarce. She had hyponatremia（１２０mEq/l）. Plasma ACTH was２０．４pg/ml, cortisol was４．３μg/dl, and
DHEA-S was１６７ng/ml. Urinary１７-OHCS excretion was２．１mg/day. On the basis of these findings, the woman
was suspected of having secondary adrenal failure. In the hypothalamic hormone load test, reactivity of ACTH,
PRL and TSH remained normal, while reactivity of GH, LH and FSH was low and basal PRL was elevated,
allowing a diagnosis of hypopituitarism primarily due to hypothalamic-pituitary stalk disorder. In addition, free
T４ level was ０．６ng/dl, suggesting hypothyroidism. Anti-thyroid antibody was positive. MRI revealed a cystic
lesion contiguous in the pituitary gland and the stalk. The area inside the cystic lesion had a slightly low signal
intensity on T１-weighted images and a high signal intensity on T２-weighted images. The marginal area showed
uniform contrast enhancement with Gd. After steroid replacement therapy, diabetes insipidus became apparent.
Thereafter, T４ level normalized without replacement of thyroid hormone. MRI, carried out ７ months later,
revealed reduction of the cystic lesion. Although diabetes insipidus remained unchanged, LH and FSH secretion
improved, and recovery of ACTH secretion was suggested by DHEA-S elevation（７８６ng/ml）. Morphologically,
Rathke’s cleft cyst could not be ruled out, but, this case showed atypical features（complication by chronic
thyroiditis, recovery of pituitary anterior lobe function, etc.）to be viewed as a very rare case.
Key words : hypopituitarism, adrenal failure, diabetes insipidus, chronic thyroiditis, Rathke’s cleft cyst, lympho-
cytic hypophysitis
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